We present a 65-year-old man who developed retrosternal compressive chest pain. A 12-lead electrocardiography demonstrated ST-segment elevation in leads II, III and aVF. Emergent coronary angiography showed significant thrombus in the distal portion of the left main coronary artery. Abdomino-pelvic computed tomography scan, which was performed the next day, confirmed a pancreatic mass with peritoneal seedings, compatible with peritoneal carcinomatosis. This case underscores the importance of malignancies that may lead to a catastrophic ST-elevation myocardial infarction due to a hypercoagulable state and following thrombosis in the left main coronary artery.
INTRODUCTION
Coronary artery thrombosis is a cause of acute ST-elevation myocardial infarction (STEMI), which can be caused by diverse pathologic causes including secondary to plaque rupture with following thrombus formation, determined hypercoagulable state, vasospasm and cocaine abuse [1] . This thrombosis may involve the left main coronary artery, which is clinically an uncommon and dangerous diagnosis. There is no characteristic ECG finding for left main thrombosis. Management of left main thrombosis is often controversial [2, 3] .
CASE PRESENTATION
A 65-year-old man without a history of prior ischemic heart disease was admitted to our hospital with a complaint of abdominal pain from 5 months ago that was constant and accompanied with night sweating, anorexia and weight loss of 4-5 kg during 6 months ago. He denied any constipation, diarrhea, icterus, nausea, vomiting or gastrointestinal bleeding. His past medical history was unremarkable. He was a smoker (30 packs/year). Also, he had no history of recent travel to specific regions. He was underwent colonoscopy that showed no remarkable finding. Due to continued symptoms, esophagogastroduodenoscopy was performed that revealed erosive gastritis; biopsies were taken and pathology result was negative for Helicobacter pylori or any type of malignancy. Laboratory tests including complete blood tests, thyroid, renal and liver function tests were all within normal ranges except for mild normochromic normocytic anemia (hematocrit: 35%). Pantoprazole 40 mg once daily was initiated for him and he was discharged to follow his anemia work-up in outpatient setting. After 3 weeks, he was readmitted in our hospital with a complaint of abdominal distension. On physical examination, he was icteric and pale. Heart and lung examinations were unremarkable. Abdominal examination showed distention of the abdomen compatible with ascites and positive shifting dullness. However, the abdomen was not tender or guarded. The lower extremities showed bilateral mild edema. Complete diagnostic work-up was planned to investigate the probable source. On the second night of his admission, the patient developed retrosternal compressive chest pain with radiation to left shoulder and back accompanied with cold sweating. A 12-lead electrocardiography (ECG) immediately was performed, which demonstrated ST-segment elevation in leads II, III and aVF (Fig 1: A) . Due to ECG findings and clinical setting, which was compatible with inferior STEMI, the patient was prepared for emergent coronary angiography which showed significant thrombus in the distal portion of left main artery (Fig 1: B, C and D) . According to angiographic findings, systemic thrombolytic therapy (streptokinase 1500000 IU during 90 minutes) was administered. Thirty minutes after the end of the thrombolytic therapy, the chest pain and ST-segment elevation in ECG were resolved International Journal of Cardiovascular Practice significantly. Transthoracic echocardiography (TTE) showed ejection fraction of 50%, mild left ventricular hypertrophy, mild mitral regurgitation and mild left ventricular diastolic dysfunction. On the next day, an abdomino-pelvic CT-scan confirmed a pancreatic mass with dilation of common bile duct (CBD) and peritoneal seedings, which was compatible with peritoneal carcinomatosis (Fig 1: E and F) . The patient's medical condition was deteriorated on the following days due to occurrence of contrast nephropathy, refractory ascites and subacute bacterial peritonitis. According to volume overload, hypotension and respiratory distress, he was intubated to be supported with the ventilator. Unfortunately, the patient was expired after 3 days following an asystole episode and unsuccessful 1-hour cardiopulmonary resuscitation.
DISCUSSION
We presented a rare case of inferior STEMI as a result of left main thrombosis. Left main thrombosis is clinically an uncommon and dangerous diagnosis. Left main coronary artery thrombus is caused by diverse pathologic causes including secondary to plaque rupture with following thrombus formation, determined hypercoagulable state, vasospasm and cocaine abuse [4] [5] [6] . The incidence of left main thrombosis is estimated to be 0.8%, but is thought to be underdiagnosed; given abrupt left main coronary artery thrombus may present with sudden cardiac death [4, 6, 7] . The substantial point, which should be noted is that there is no characteristic ECG finding for left main thrombosis [2] . The initial ECG findings of our patient were compatible with inferior ST-elevation which suggested a right coronary artery or dominant left circumflex artery as expected culprit lesion in the coronary angiography. This issue will be so challenging when you are in a center without catheterization properties and should decide about administration of thrombolytic agent in the setting of an isolated inferior STEMI. The probable cause for left main thrombus in our patient could be a hypercoagulable state as a result of underlying pancreatic malignancy, which was discovered at the end of the clinical scenario. Although we commonly expect venous thrombosis in the setting of malignancies, an arterial thrombosis revealed the first manifestation of hypercoagulable state of the underlying cancer [3] . Management of left main thrombosis is often controversial including conservative approach with antiplatelet drugs, mechanical aspiration thrombectomy, stenting, intracoronary or systemic thrombolytic delivery or urgent CABG [1, 2, 8] . This case underscores the importance of malignancies that may lead to a catastrophic STEMI due to a hypercoagulable state and following thrombosis in the left main coronary artery. Also, it emphasizes that left main coronary artery thrombosis may exhibit with nonspecific and various ECG findings including inferior STEMI as revealed in our patient.
